Introduction
There is considerable evidence of a positive relationship between social capital and health (Kawachi et al., 1997; Kawachi et al., 1999; Kim et al., 2008) . However, the majority of this research has focused on developed countries where infrastructure is developed, the population is relatively well educated, and health and educational services are accessible and reliable. This paper addresses the paucity of research on developing countries by examining the relationship between social capital and undernutrition among children in India. Malnutrition, especially in early years, leads to cumulative disadvantages over the life course. Poor fetal growth or stunting in the first two years of life leads to irreversible damage, including shorter adult height, lower attained schooling, reduced adult income, and for women, decreased offspring birth weight (Victora et al., 2008) . Undernutrition is pervasive in India; in 2005, 48% of Indian children were stunted, 43% were underweight, and 20% were wasted (International Institute for Population Sciences (IIPS) and Macro International, 2007) . More recent estimates suggest that even though the magnitude of the problem has diminished, it remains disturbingly high, with 38.4% of children stunted, 36% underweight, and 21% wasted (International Institute for Population Sciences (IIPS) and Macro international, 2017) .
India has a rich history of social and political movements and has witnessed consistent growth in the voluntary sector in the last four decades (Sahoo, 2013) , spurred by state support, a rising middle class, and global influences such as international aid (Kochanek and Hardgrave, 2007) . It is likely that these organizations, whether indigenous or externally funded, generate precious social capital.
Involvement in associations and community organizations is a form of social capital (Coleman, 1995; Putnam, 2000) . This paper considers two types of voluntary organizations, development and religious or caste-based, on the basis of the resources they offer to people and communities. It visualizes these as forms of bridging and bonding social capital respectively and examines how they are differentially related to nutritional outcomes of children in India.
A second goal of this paper is to distinguish between the impact of social capital as a public good and as a personal resource. At the community level, social capital can function as a public goodcommunity cohesion and information flow benefit all community members, irrespective of personal ties to social capital (Coleman, 1990; Putnam, 1993 Putnam, , 2000 . At the individual level, social capital is a private good -providing personal social networks for social support, social influence, new knowledge, and increased access to scarce resources (Macinko and Starfield, 2001; Portes, 1998) .
A third goal is to test if the impact of social capital on child nutrition varies by the level of local development. Studies often report contradictory results between social capital and health outcomes (for health services, see Derose and Varada, 2009 ; for outcomes, see De Silva et al., 2005) . Even otherwise excellent cross-country studies do not discuss how and why the relationship between social capital and the outcome of interest might differ across regions or countries (an exception is Islam et al., 2006) , even though the influence of social capital is theorized to depend on the normative, socio-historical, and economic contexts.
Some argue that if social capital can substitute for or complement other forms of capital, it may be a particularly advantageous resource within a developing country where human and economic capitals are often found wanting (Kunitz, 2004; Woolcock, 1998) . Research has consistently highlighted how personal socio-economic factors, such as education or SES, moderate the relationship between social capital and health (Uphoff et al., 2013; Nobles and Frankenberg, 2009; Favara, 2012; Moestue et al., 2007; Story and Carpiano, 2017 ). Yet little evidence links the development of a community within which social capital operates to its influence (exceptions include Caughy et al., 2003) . For example, when access to health services is limited, people less educated, and infrastructure weak, social capital may make a significant difference to child health. Conversely, it may have little impact in communities with meager resources; the provision of information and contacts may be inadequate if basic systems are not in place. To know which assumption is correct, it is necessary to probe the interplay between social capital and the socio-economic institutions within which it is embedded.
Bridging and bonding social capital
Social capital can be obtained from involvement in associations and community organizations. Coleman (1995) and Putnam (2000) say these organizations can facilitate co-operation for mutual benefit irrespective of their specific ends. Operationally, social capital can be measured as the sum of resources available or the value or quality of resources accessed and used (Lin, 2005) . As noted in the introduction, this paper considers two types of social capital: bonding and bridging.
Bonding social capital refers to trusting and co-operative relations between network members with similar social identities (Putnam, 2000; Szreter and Woolcock, 2004) . Social interactions within homogenous groups, such as families and churches, provide information and resources and enforce norms of behavior. However, interactions tend to be inward looking, reinforcing exclusive identities and homogeneous groupings (Putnam, 2000) .
Bonding social capital can come at a price. It can undermine individual autonomy (Boissevain, 1974) and has been associated with higher levels of mental stress (Mitchell and LaGory, 2002; Caughy et al., 2003) . In India, religion and caste remain important, and membership in their respective organizations may generate bonding social capital. Randeria says caste organizations are not a vestige of the past but a 'constitutive feature of modern life' (Randeria, 2006, p. 238) . They may reinforce conservative ideas about medicine, discouraging mothers from adopting modern health practices (Vikram, 2012; Vikram et al., 2012; Story, 2014) .
Certain caste organizations like caste panchayats in villages, set norms or adjudicate on personal and public disputes and are often motivated by patriarchal and parochial ideologies. For instance, khap (Jat caste) panchayats and Hindu groups, such as Rashtriya Swayamsevak Sangh (RSS), strongly oppose inter-caste and interreligious marriages (Kaur, 2010; Faleiro, 2014) . They can impose strong restraints on individual freedoms as well as generate downward levelling norms, preventing marginalized groups from gaining opportunities for growth (Portes, 1998) .
However, some evidence shows bonding social capital is positively related to improved health care access and utilization (Derose and Varda, 2009) , but this may depend on the norms or beliefs of network members (Derose and Varda, 2009; Pescosolido et al., 1998) . If religious and caste based groups in India support traditional attitudes regarding the use of modern health services, the positive association observed elsewhere will not appear. For instance, Vikram (2012) finds bonding social capital is negatively associated with contraceptive use in India. Similarly, Story (2014) finds a negative association for two health-seeking behaviors, antenatal care and childhood immunizations.
On a more positive note, bonding social capital, defined on the basis of kinship and religion, can benefit the community by organizing collective action (Grootaert, 2001) . Story (2014) finds ties with religious and caste-based groups are positively associated with professional care during childbirth in India. Arguably, then, even though traditional attitudes about modern health care practices such as antenatal care remain salient for members of religious and caste-based groups in India, support may be provided for certain medical needs.
Bridging capital refers to connections between heterogeneous individuals or groups (Putnam, 2000) . This concept suggests weak ties, exemplified in relationships with individuals outside one's immediate or local network, are important for the acquisition of new information and opportunities (Granovetter, 1973) . Putnam (2000) suggests bridging social capital is the key to mobilizing community resources, as it includes a wider variety of resources and information. It may even increase cohesion at the societal level (Granovetter, 1973; Varshney, 2002) .
Involvement in voluntary associations in a community often utilize connections between heterogeneous individuals or groups and entail the sharing of information and resources; thus, such involvement can be considered bridging social capital (Coleman, 1995; Putnam, 2000) . Development organizations, such as non-governmental organizations, cooperatives, saving groups, or self-help groups, are good examples. Their agenda of development, poverty alleviation, and economic empowerment, among others, may engage participants in more secular and modern ideas and attract a diverse, broad-based membership.
Bridging social capital may be an important determinant of child nutrition by influencing several of its underlying determinants (UNICEF, 1998) . For example, it can: increase food security by influencing educational attainment, standard of living, and uptake of nutritional programs; improve resources for care of mother and children by impacting health knowledge and beliefs, nutritional status, autonomy and well-being of the mother, among others; improve health services and the local environment, such as water supply and sanitation.
Evidence links membership in community based organizations to improved economic outcomes (e.g. Grootaert et al., 2002) . Such membership helps women attain greater economic independence, as well as access to information, leading to more autonomous and informed household decision-making (Holvoet, 2005; Lyngdoh et al., 2013) . Bridging social capital can facilitate the adoption of healthy norms and behavior within a community more generally, including support for institutionalized care (Manandhar et al., 2004) and increased use of formal health services such as immunization and modern contraception (Barber et al., 2002; Vikram et al., 2012; Vikram, 2012; Story, 2014) , although establishing causality is difficult (Mouw, 2006) . Recent work also highlights the positive role of bridging organizations in preventing child underweight in India (Story and Carpiano, 2017) . Coleman (1990) and Putnam (1993 Putnam ( , 2000 define social capital as an aggregate concept, a characteristic of communities rather than individuals that facilitates action beneficial to entire communities. This definition prompts an investigation of the influence of social capital at the contextual level. Research shows that resources produced through social capital diffuse not only to those who possess it but also to people living in regions with a high level of social capital . Generalized trust, norms, mutual relations, and information exchange have positive externalities for the entire community, not just those members connected to sources of social capital (Coleman, 1990) .
Community and individual level social capital
Neighborhood organizations can aid in the development of the solidarity and trust that is instrumental in the formation of collective efficacy, willingness to intervene on behalf of the common good (Sampson et al., 1997) . They may enable formal, collectively organized activity to address neighborhood issues (Putnam, 2001; Saegert et al., 2002; Carpiano, 2006) . For instance, they may oversee government welfare programs, approaching government offices to demand more services or to rectify problems. They may facilitate trust between service providers and marginalized communities, protecting the latter from discrimination and improving overall utilization of services (Derose and Varda, 2009 ).
According to Carpiano (2006) , community participation is instrumental for health in several ways. Organizations can work towards improving the quality of life in the community, whether bringing resources into the community via bridging ties or improving cohesion via bonding ties (Saegert et al., 2002) . A high degree of community participation may foster a psychological sense of community and community empowerment from which all residents benefit, allowing communities to bond to solve collective problems (Kawachi, 2004) .
At the individual level, social capital is seen as a private good, an individual resource whereby individuals benefit directly from their own social affiliations and networks (Burt, 1992; Lin, 1999) . In this school of thought, social capital is viewed as a property of individuals who use it to gain scarce resources not as a structural property of communities (Portes, 1998) . Both evidence and theory direct researchers towards the explicit modeling of community and individual social capital.
Social capital and child health in developing countries
Many studies find a weak link between maternal participation in community organizations and child nutrition (Harpham et al., 2006a (Harpham et al., , 2006b De Silva and Harpham, 2007 ; for an exception, see Sujarwoto and Tampubolon, 2013) . However, the results for social capital defined as trust, social harmony, perceived fairness, and sense of belonging are associated with better anthropometric indicators across countries (De Silva and Harpham, 2007) . Some studies find social capital relevant for certain groups Nobles and Frankenberg (2009) However, the above studies do not distinguish between bridging and bonding social capital. Recent work using the India Human Development Survey (2004-05) finds bridging and bonding social capital impact childhood health in different ways in India Story, 2014; Story and Carpiano, 2017) . Since the two kinds of social capital can behave in opposite ways, combining them in a single measure may lead to erroneous conclusions. Hence, they are tested seperately here.
Does development moderate the impact of social capital?
In a context of structural deficiencies, social capital may provide valuable resources not readily available to all people. These resources can potentially improve health outcomes at existing levels of socioeconomic status and service delivery by making more information available about health, local services, and their access. Social capital may also act as a buffer in contexts of extreme deprivation by facilitating the provision of goods not available from institutional sources (Campbell et al., 1999) .
Bridging social capital, such as that provided by non-governmental organizations, may offer information, resources, and even services such as immunization. Access may be especially important in underdeveloped areas. It is possible, however, that bridging social capital will have no impact in communities with meager resources. For instance, if a community has no or little access to safe water, pharmacies, or health services, readily available information on diarrhea and its treatment may do little to impact its prevention or treatment. Perhaps only developed communities can tap into the benefits of bridging capital by utilizing the existing infrastructure in a fruitful way. Yet the opposite is equally possible: villages with a high education, strong infrastructure, and health amenities may not need the social capital inherent in organizations. The resources offered are already readily available, making bridging social capital less relevant.
Bonding social capital provides solidarity and support, a strong within-group identity, and a vehicle for exchange of information and resources. In deprived regions, provision of support and cohesion may facilitate community action towards better quality of life and increased generalized trust. Bonding social capital can provide social support and resources to needy community members on a day-to-day basis (Stack, 1974) , especially in disadvantaged areas. That said, bonding social capital is associated with higher levels of mental distress in deprived communities of Alabama (Mitchell and LaGory, 2002) , and higher behavioral and mental health problems among African-American children in impoverished neighborhoods in Maryland (Caughy et al., 2003) .
Religious and caste-based groups of the type found in India may maintain existing social divisions, thus inhibiting collaboration and exchange among diverse groups, increasing mistrust, and advantaging one group over another. In developed villages, such bonding social capital can be particularly harmful, persuading group members to adhere to traditional norms when health resources are otherwise available. In disadvantaged villages, such groups may not add significantly to the overall deprivation.
Research Hypotheses
H1. Bridging social capital, expressed as household connections with development-oriented community based organizations, will be associated with lower odds of undernutrition among children. H2. Bonding social capital, expressed as household connections with religious and caste-based organizations, will be associated with higher odds of undernutrition among children. H3. The presence of development-oriented bridging social capital in villages will be associated with lower odds of undernutrition among children. H4. The presence of religious and caste-based bonding social capital in villages will be associated with higher odds of undernutrition among children.
The presence of these organizations in villages are hypothesized to have an impact at the contextual level, extending to all residents of the village, irrespective of personal ties to it.
H5. The impact of bridging and bonding social capital, at both the household and village level, will be moderated by socio-economic development of the village.
Data and methods

Data
The India Human Development Survey (IHDS) is a nationally representative face-to-face survey of 41,554 households in 1503 villages and 971 urban blocks across all Indian states and most union territories (Desai et al., 2008) . The survey questionnaires were translated into 13 Indian languages and administered by local interviewers between September 2004 and August 2005 under the supervision of the National Council of Applied Economic Research, New Delhi.
The IHDS household questionnaire asked a knowledgeable informant, typically the male head of the household, about the socioeconomic condition of the household and its level of social capital as measured by associational memberships. An interview with an evermarried woman, aged 15-49 years, asked about her health, medical care utilization, and her children's health. IHDS has complete data on anthropometry for 10,508 children under the age of five. As this analysis models contextual factors which are available for rural areas only, the sample is reduced to 6770 rural children under the age of five.
This yields a sample of 6436 children for underweight, 6135 for wasting, and 5347 for stunting in 1345 villages.
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The IHDS developed separate questionnaires to measure village characteristics through interviews with key informants, such as village officials and elders; 1454 completed questionnaires (out of 1503 villages surveyed) provide information on local development, such as roads and electricity, and public services, such as schools and medical centers. It also has information on community based organizations. Such detailed community level data are unique and allow community level social capital to be modeled hierarchically together with household-level social capital.
In this study, the Indian Primary Census Abstract (PCA) data are merged with the IHDS village survey. The PCA provides census data on male and female literacy at the village level (Registrar General, 2001 ). These data were taken four years before the IHDS data, but as measures remain relatively stable across censuses, the lag makes little difference for the analysis. To make the sample representative of the Indian population, sampling weights at the household level are included in the analysis (Tables 1-4).
Dependent variables
Underweight is viewed as a comprehensive indicator of malnutrition, capturing stunting (an indicator of long-term nutritional deprivation) and wasting (short-term deprivation). Both stunted and wasted children are likely to fall in the 'underweight' category, making this a 'summary' indicator of child malnutrition (Deaton and Drèze, 2009 ). Many adverse health consequences are associated with underweight (Nandy et al., 2005; Fishman et al., 2004 ). An underweight child has a 'weight-for-age' z score that is at least 2 standard deviations below the median for WHO Child Growth Standards.
Stunting reflects chronic undernutrition during the most critical periods of growth and development in early life and may be exacerbated by recurrent or chronic illness (Gross et al., 2000) . A stunted child has 'height-for-age' z score that is at least 2 standard deviations below the median for WHO Child Growth Standards.
Wasting is usually taken to be an indicator of short-term nutritional status, as it reflects acute undernutrition caused by severe disease, such as diarrhea, or by starvation (UNICEF, 2007) . A wasted child has a 'weight-for-height' z score that is at least 2 standard deviations below the median of the WHO Child Growth Standards.
Independent variables
IHDS households were asked nine questions about their family members' participation in social organizations: 'Does anybody in the household belong to a (1) women's group; (2) youth club, sports group, or reading room; (3) trade union, business or professional group; (4) self-help group; (5) credit or savings group; (6) religious or social group or festival society; (7) caste association; (8) development group or NGO; (9) agricultural, milk, or other co-operative?' This study uses the information to construct two continuous variables indicating the number of associational memberships in development organizations and in religious or caste-based groups for each household. There were minimal missing values (< 0.2%) and these were excluded from the analysis. The two separate membership variables permit the direction of their impacts to be tested.
Cronbach's alpha suggests both indexes have reasonable estimates of reliability. The religious or caste group index has a reliability of 0.592; the development membership index reliability is 0.586. These indicators have been used in earlier research (Vikram, 2012; Vikram et al., 2012) . The variables are standardized to have a mean of 0 and standard deviation of 1.
From the data on the kinds of associations present in a village, two continuous variables are developed at the community level; one indicates the number of development organizations in the village and the other indicates the number of religious or caste-based groups. These variables are also standardized. The reliability of the village level religious or caste group index is 0.60; the development membership index reliability is 0.69. This information is valuable; most studies examining social capital as a community level variable aggregate individual attitudes, or memberships; they rarely use community level measures that do not rely on individuals (Harpham et al., 2002) .
Village socio-economic status
Economic status of the neighborhood impacts children's health beyond household socio-economic status (Montgomery and Hewett, 2005) . Additionally, local socio-economic development may moderate the impact of social capital on child nutrition. To develop a comprehensive indicator for local development, the study employs a variety of measures from both the Primary Census Abstract and IHDS villagelevel data.
Village infrastructure index
An index is created to indicate the level of infrastructure of the village by counting its facilities: electricity, paved road, grocery, bus stop, landline and mobile access to telephone, post office, police station, bazaar, and bank. The index reliability is 0.762. 1 In assigning the z-scores using WHO growth curves, checks are made on the plausibility of the scores. For height-for-age z-scores, 15.6% of the values fall below −6SD, a level considered implausible. The implausible values are lower for other measures: 1.8% for weight-for-age and 2.59% for weight-for-height z-scores. Hence, the total sample for stunting is smaller than for underweight and wasting.
Literacy of men and women in the village
The village-level data provided by the Indian Primary Census Abstract measures literacy rates for all females and males, six years and older.
Integrated Child Development Scheme (ICDS) centers
The Government of India has implemented the Integrated Child Development Scheme (ICDS) to provide nutritional supplementation to young children, pregnant and lactating women, along with other services, such as immunization, growth monitoring and preschool education. The village questionnaire asked if ICDS centers within villages provide these services. These are combined in an additive index (0−5), with a reliability coefficient of 0.854.
Local health facilities
An additive scale is developed to capture local health facilities accessible to village residents. These include government sub-centers, primary health centers, community health centers, government maternity centers, private clinics, and hospitals. The reliability coefficient is 0.512.
The above scales are combined into an index to represent overall development of the villages. Village infrastructure index and male and female literacy are converted into quintile measures to scale all the variables to be similar. ICDS and medical facilities range from 0 to 5. The reliability of this measure is 0.668.
Controls
Child characteristics
In India, girls are subjected to neglect and discrimination (Das Gupta and Mari Bhat, 1997). Mishra et al. (2004) find a significant bias against girls in feeding and nutritional status in later-born girls. Children with two or more surviving same sex siblings have worse nutritional status, especially when they are later-born girls. This analysis uses two variables to indicate the number of boys and girls born before the child of interest -the youngest child born within the last five years at the time of the survey. A variable is included to indicate the child's age in months as a control and its squared term to test for non-linearity of this relationship.
Maternal characteristics
Maternal education is a critical determinant of child nutrition (Frost et al., 2005) . This variable is coded in four categories: illiterate (reference category), primary education from grades one to five, upper primary and secondary education (grades six to 12), and any college education (13 or more years of schooling).
Mother's age needs to be controlled for, as early motherhood is associated with increased likelihood of low birth-weight infants, child morbidity and mortality (Save the Children, 2012). Women's employment was originally included but was not a significant predictor of undernutrition and was removed. Mother's height is included to control for genetic endowment of the child. Mean imputation is carried out for missing cases (3%); these are marked using a dichotomous variable.
Household characteristics
Child undernutrition in India has a strong socio-economic gradient (Subramanyam et al., 2010) . The study includes controls for household income (logged) and standard of living. The latter reflects the longterm economic status of the household as measured by possession of 30 housing amenities and household goods. Paternal education is coded identically to maternal education. An additional category is created to capture missing information on paternal education; fathers with missing information are likely migrant workers away from home. Mean imputation is carried out for missing cases (4%).
India is deeply stratified by caste and religion. Children in scheduled castes and scheduled tribes are more likely to be undernourished, experience higher mortality, and have lower access to health care than children in higher castes (IIPS and Macro International, 2007) . Caste is controlled in five broad categories: Brahmins, other advanced castes, other backward classes, scheduled castes, and scheduled tribes. Religion is divided into Hindus, Muslims, and other religions.
Statistical methods
Multilevel analysis is carried out to assess the role of contextual and household social capital on children's nutritional status. At the first (household) level, child nutritional status is modeled as a function of household social capital, child characteristics, and other householdlevel controls. These controls are centered at the grand mean to gain intercepts that estimate the adjusted grand mean. While child characteristics might be considered as nested within households, only the youngest child born within the last five years is selected per household; hence, there is no need to include an extra level of analysis. At the second (village) level, the effects of contextual social capital on the adjusted nutritional status of the child are estimated while controlling for village-level socio-economic development.
Methodologically, the goals of the study are achieved using three models. The first includes social capital indicators at the community and household level, along with all household level controls and socioeconomic development of the village at level two. The second model includes interaction terms between social capital variables at the village level and development of the village to assess whether the impact of contextual village social capital is moderated by local development. The third model includes cross-level interactions that assess if the impact of household social capital is moderated by village development. 
Results
Both types of social capital are significant predictors of child nutrition. First, households connected with bridging organizations are less likely to have underweight and wasted children. This supports the hypothesis that development-oriented bridging ties provide households with resources beneficial for children's nutritional outcomes (H1). Second, households with ties to bonding organizations are more likely to have underweight and wasted children. These results are consistent with the hypothesis on the negative influence of bonding social capital on health (H2). These results are consistent across all models.
The second model includes interaction terms between contextual social capital at the village level and development of the village to determine whether the impact of contextual social capital is moderated by local development. This is indeed the case, so H5 is supported. Before the addition of interaction variables between social capital and local development, contextual social capital is rarely found to be a significant predictor of undernutrition emphasizing that support for H3 and H4 is contingent on local development. For underweight, the presence of religious or caste-based organizations in villages is harmful only in more developed villages. This result is also observed for stunting (p < 01). Lastly, the presence of bridging community based organizations is positively associated with wasting in developed villages. This result is explained in greater detail in the discussion.
In the third model, cross-level interactions are added between household level social capital variables and village development. The presence of bridging social capital is helpful in reducing stunting (p < 0.1), and this effect is conditional on local development. After the introduction of cross-level interactions, development organizations at the village level and even household based connections with development organizations work to lower the odds of stunting. Cross-level interaction between bridging ties and village development is also significant and indicates that those households connected to bridging organizations are more likely to experience higher levels of stunting. There are no significant cross-level interactions observed for wasting and underweight.
Discussion
This study finds that household connections to developmentoriented bridging organizations improve child nutrition. These connections transcend traditional boundaries of interaction, spreading information and norms across diverse groups and increasing social cohesion (Varshney, 2002) . The findings are supported by other studies on bridging social capital and child nutrition (Nobles and Frankenberg, 2009; Story and Carpiano, 2017) .
In contrast, households with ties to bonding social capital in form of religious or caste-based organizations are more likely to have undernourished children, possibly because such associations strengthen Indian patriarchal norms restricting maternal autonomy, a known contributor to child malnutrition (Shroff et al., 2011) . They may also reinforce counter-productive religious beliefs on childcare and feeding practices. For example, prelacteal feeding of honey and purified butter is considered beneficial for children in many rural parts of India and is recommended in certain religious texts (Laroia and Sharma, 2006) . Ties with families, ethnic, religious and caste groups are associated with higher fertility and lower use of contraceptive services in developing countries (Caldwell and Caldwell, 1987; Paek et al., 2008; Vikram, 2012) , which may exacerbate maternal undernutrition and intrauterine growth restriction (Black et al., 2008) . At the contextual level, the results suggest a dependency between socio-economic development and social capital. The presence of development-oriented organizations reduces the prevalence of stunting but only in villages with access to other socio-economic and institutional resources. With adequate infrastructure, bridging social capital may facilitate the use of existing infrastructure, increase health knowledge, empower and serve marginalized groups to improve the nutritional status of children.
Similarly, the presence of bonding organizations has an influence only in villages that are advantaged. In developed villages, strong ties between specific religious and caste groups might lead to the exclusion of others in the village, with a negative impact perceptible at the village level. The presence of these organizations may indicate cleavages on the basis of caste or religion within a community, which may foster mistrust and prejudice, thereby affecting health negatively (Abascal and Baldassarri, 2015; Wang et al., 2009; Stuber et al., 2008) . In less developed villages, the deprivation in social and institutional resources does not enable either bridging or bonding organizations to have an impact at the village level.
At the same time, the lack of significance of cross-level interactions indicates that personal ties to these organizations provide tangible resources that are either helpful or harmful for households. These personal exchanges are not contingent on local development. Kawachi (1999) argues that mechanisms linking social capital with health may vary at the level of aggregation at which social capital is conceptualized and measured. This is substantiated by the present study, as the role of social capital in influencing health at the village level is conditional on local development but not at the household level.
Some results emerging from the analysis do not fit the original hypotheses. The cross-level interactions for stunting show that households with bridging ties are more likely to have stunted children in developed villages. It is possible that disadvantaged households seek the help of bridging organizations to improve the health of weak children. Secondly, the presence of bridging organizations in developed villages seem to be positively associated with wasting. It was expected that developed villages would be able to utilize the resources offered by bridging organizations and lower the prevalence of wasting; this occurs for stunting but not wasting, possibly because of the specific outcome being analyzed. First, wasting is an indicator of short-term nutritional status (UNICEF, 2007) , making it different from the other indicators in the study which represent longer-term nutritional status. Second, the prevalence of wasting is higher for certain groups, such as tribals, which is observed even in this study. Development organizations may be located in tribal areas with higher prevalence of wasting. 
Conclusion
A considerable amount of research on social capital has focused on the different types of social capital and how they impact health.
However, less attention has been paid to how social capital interacts with community resources. This paper draws on three important distinctions, bridging vs. bonding social capital, positive vs. negative effects of social capital, and household based vs. community based social capital. It operationalizes bridging and bonding social capital to the Indian context, at the household and village level, examining how they interact with local development to influence child nutrition in India.
Taking advantage of the regional diversity inherent in India, it highlights how local development moderates the impact of social capital on health. At the household level, personal ties remain important in influencing nutritional status of children across all villages. However, at the village level, social capital's interplay with the larger development context is crucial to its impact. Thus, a comprehensive study of social capital should assess its relationship with the outcome of interest, in conjunction with the broader structural forces that might influence the function of social capital.
Limitations
This study has a few limitations. It is hard to assess causality, as endogeneity is inherent in social capital research. Endogeneity can occur because of unobserved factors correlated with social capital and child nutrition. Well-connected households and villages may be different in systematic ways from more isolated households and villages, with concomitant effects on child health.
Since the data are cross sectional, reverse causation must be considered, i.e. the possibility that worse child health leads to lower participation of families in local organizations. Nor can the problem of self-selection be dismissed, as participation in organizations is largely voluntary. Those people associated with development organizations may also be more likely to access modern health care and follow scientific norms around feeding and, hence, experience better health.
Even though IHDS has information about different types of community based organizations, there is little information on the specific role of these organizations in the village, their functioning and agenda, who they service, or how they work. Caste organizations are not a monolith, especially in a diverse society like India. Some may be empowering; for example, Dalit organizations combat caste discrimination and untouchability and seek to improve educational and employment opportunities. Originally a grassroots movement, the Dalit movement is increasingly being subsumed within the NGO movement (Jaoul, 2017) , functioning as a form of linking or bridging social capital. More information is needed about these organizations to classify them more accurately.
Future directions
Even though this paper discusses possible pathways through which social capital might influence the nutritional status of children, it does little to empirically test those pathways. The next logical step is to test pathways such as increased health knowledge, improved food security, higher use of government programs and health services using the newly available longitudinal data (Desai and Vanneman, 2015) .
Several researchers talk about generalized trust, increased solidarity, and support generated by social capital (e.g., Varshney, 2002; Kawachi, 1999; Putnam, 2001; Carpiano, 2006) . This study has not used any measures of trust or cohesiveness within the community, primarily because of the difficulty of assessing whether trust or support leads to the development and successful functioning of these organizations or vice-versa. IHDS does not have specific measures for generalized trust (Vanneman et al., 2006) but other indicators of cohesion such as whether people get along with each other and bond together to solve problems are available. Future work should assess if these measures explain how social organizations influence and/or are influenced by cohesion within a community.
Lastly, while the current study focused on social capital at the village level, others have studied the relationship between social capital and health at the national level (e.g. Poortinga, 2006) and state level (e.g., Kawachi et al., 1999) . Future research should assess other levels through which social capital can impact health outcomes in India.
